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Abstract
Background:  Improving the quality and effectiveness of clinical practice is becoming a key task
within all health services. Primary medical care, as organised in the UK is composed of clinicians
who work in independent partnerships (general practices) that collaborate with other health care
professionals. Although many practices have successfully introduced innovations, there are no
organisational development structures in place that support the evolution of primary medical care
towards integrated care processes. Providing incentives for attendance at passive educational
events  and  promoting  'teamwork'  without  first  identifying  organisational  priorities  are
interventions that have proved to be ineffective at changing clinical processes. A practice and
professional  development  plan  feasibility  study  was  evaluated  in  Wales  and  provided  the Wales  and  provided  the
e x p e r i e n t i a l  b a s i s  f o r  a  s u m m a r y  o f  t h e  l e s s o n s  l e a r n t  o n  h o w  b e s t  t o  g u i d e  o r g a n i s a t i o n a l
development systems for primary medical care.
Results:  Practice and professional development plans are hybrids produced by the combination
of ideas from management (the applied behavioural science of organisational development) and
education (self-directed adult learning theories) and, in conceptual terms, address the lack of
effectiveness of passive educational strategies by making interventions relevant to identified system
wide needs. In the intervention, each practice participated in a series of multidisciplinary workshops
(minimum 4) where the process outcome was the production of a practice development plan and
a set of personal portfolios, and the final outcome was a realised organisational change.
It was apparent during the project that organisational admission to a process of developmental
planning needed to be a stepwise process, where initial interest can lead to a fuller understanding,
which subsequently develops into motivation and ownership, sufficient to complete the exercise.
The advantages of introducing expert external facilitation were clear: evaluations of internal group
processes  were  possible,  strategic  issues  could  be  raised  and  explored  and  financial  probity
ensured. These areas are much more difficult to examine when only internal stakeholders are
engaged in a planning process.
Conclusions:   I t  i s  n o t  p o s s i b l e  t o  i n t r o d u c e  p r a c t i c e  a n d  p r o f e s s i o n a l  d e v e l o p m e n t  p l a n s
(organisational development and organisational learning projects) in a publicly funded health care
system without first addressing existing educational and management structures. Existing systems Existing systems
are based on educational credits for attendance and emerging accountability frameworks (criteria
checklists) for clinical governance. Moving to systems that are less summative and more formative,
and based on the philosophies of continual quality improvement, require changes to be made in the
relevant support systems in order to achieve policy proposals.
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Background
We are surrounded by realisations that achieving sus-
tained change is a complex activity [1], both in experi-
mental [2] and service development contexts [3]. It is
therefore appropriate that the applied behavioural sci-
ence of organisational development is being recognised
as a valid framework to improve the quality of health care
services [4] (for definition see Box 1)[5]. Nevertheless, it
is difficult to engage organisations in these initiatives,
particularly where there is a tradition of autonomy and
resistance to external management accountability [6,7].
General practice based primary health care in the NHS is
a prime example, where general practitioners are, in the
main, owner-occupier partnerships, with variable levels
of collaboration with other professions such as commu-
nity nurses, midwives and others. The question of how
best to develop general practice organisations remains
largely unexplored. The aim of this paper is to discuss
previous approaches, summarise the evidence about how
to implement up to date and effective practice and to de-
lineate the lessons learnt from a feasibility study of 'prac-
tice and professional development plans' [8].
Box 1 What is organisational development?
Organisational development is an 'effort [that is]
planned, organisation-wide, managed from the top to in-
crease organisational effectiveness and health through
planned interventions in the organisation's processes us-
ing behavioural science knowledge'[5]. Organisational
development includes changes in decision making proc-
ess, shape and nature of groups, work procedures, job
descriptions and roles. The imperative is to change, in
order to improve quality and effectiveness, but the man-
agement of this process is not a 'neat sequential process'.
It typically involves a dynamic complex interaction be-
tween those who are wedded to the present state, despite
frustrations, and those who share a vision of a future bet-
ter state. Collaboration and movement are more likely to
happen if the vision is shared and congruent with the or-
ganisation's existing cultural and political forces [9].
Results
Previous approaches to practice development
Many general practices are shining examples of effective
organisations: they have professionals that communi-
cate well with patients and with each other and docu-
ment that they do so; they provide the full range of
services which can be reasonably and safely delivered in
a community setting; they use modern information tech-
nology to record their activity enabling them to achieve
almost paperless internal systems. Many practices are
also harnessing the information revolution offered by the
World Wide Web to support decision making processes
between clinicians and patients. All these developments
have been achieved in the last 50 years but they are not
widely or evenly distributed. Many practices have archa-
ic systems and there is no standard method of determin-
ing the level of organisational development achieved
across different areas. Examples of low clinical standards
and poor interprofessional collaboration are widespread,
particularly in deprived socio-economic areas, which
serve to reinforce Tudor Hart's inverse care law [10]. As
clinical governance systems start to bite, it is becoming
clear that existing systems cannot support sustained ef-
forts of organisational development. The converse is in
fact true: there are many barriers in place that make it
difficult for health authorities to improve quality in pri-
mary care [6].
The number of professionals involved in primary care ex-
panded as a new range of services encompassed prevent-
ative and predictive areas (e.g. immunisations and
cervical screenings). As the complexity increased, it also
became necessary to ensure that the services developed
were of acceptable quality. Three broad threads can be
discerned in the literature: and listed in approximate, if
overlapping, chronological order, they are continuing
education (1960s onwards), the promotion of teamwork
(late 1970s onwards) and more recently, the develop-
ment of quality and evidence based health care. It is in-
structive to trace these frameworks and the effect they
have had on general practice.
The educational system for general practice has been
largely based on a uniprofessional didactic model and in-
centivised from 1990 onwards in the UK by the award of
attendance credits. This paradigm uses the assumption
of the individual professional as the provider of patient
services and works on the premise that attendance at ed-
ucational events is a sufficient mechanism to ensure high
quality services. Although many aspects of these as-
sumptions are valid, it is also important to note that
health care is now a shared activity among many differ-
ent professionals and that passive attendance is the least
effective way of modifying practice. Stanton and Grant
examined the educational literature [11] and their con-
clusions resonate with other reviews showing that inter-
ventions involving active participation in workplace
settings are more likely to lead to behaviour and organi-
sational change [12,13]. These conclusions contributed
to the recommendations (not yet implemented) of the
Chief Medical Officer's review of continuing professional
development in 1998 [14] that educational inputs should
be organised within multi-professional organisational
contexts - practice and professional development plans
(PPDPs) were specified as the suggested mechanism.
The second framework, clearly discernible over the last
twenty years or so is the interest in promoting teamwork
in primary care. Marsh [15] provides a starting point for
this literature advocating the delegation of tasks to oth-BMC Family Practice (2000) 1:2 http://www.biomedcentral.com/1471-2296/1/2
ers within the 'team' and broadening the roles of clerical,
managerial and nursing colleagues, a consistently held
and influential view [16]. Jones described pioneering
team development work in Oxford and Yorkshire using
practice facilitators [17], and Hasler described the 'con-
tractual farces' that have impeded organisational cohe-
sion [18]. Stott sounded a note of caution about the
growth of the primary care organisation and argued in
favour of a 'core' team, sensing an emerging lack of con-
tinuity and fragmentation [19]. West [20], and Øvretveit
[21] described the inherent barriers to teamwork in pri-
mary care, such as the lack of shared records, accommo-
dation and accountability systems, and suggested
changes that could reduce or remove these obstacles. In-
vestments were made in team development initiatives
[22] and instruments developed to measure team cli-
mate and levels of interprofessional collaboration [23].
But as the organisation became more complex, voices
were heard questioning the use of the term team for this
increasingly diverse collection of professionals [24] and
the wisdom of introducing what Hunter called 'manage-
rialism' into this unstructured context [25].
The third framework is based on the closely related
themes of evidence based medicine and quality
[26,27,28]. The realisation that there are large variations
of clinical performance, far beyond the variation attrib-
utable to patient factors, has led to the interest in stand-
ardisation based on the best available evidence [29],
distributed as widely as possible [30]. But the distribu-
tion of guidelines had little effect: empirical work dem-
onstrated that passive dissemination was an ineffective
method of changing practice [31]. A series of reviews
have consistently revealed that there is no single best
method to get evidence into practice, and like the reviews
of educational interventions, it turns out that there are
no 'magic bullets' to be fired at clinical providers or their
organisations in the hope that change will automatically
follow [32,33,34,35]. Passive approaches (mailings of
educational material and didactic educational events)
have been shown to be ineffective. The more useful inter-
ventions include educational outreach visits, reminders
in clinical records (manual or computerised), interactive
educational meetings, participation in audit with feed-
back, local consensus processes and "multifaceted inter-
ventions" that include at least two of the above methods
[36]. But, as is so often the case, these conclusions are
based on limited evidence where there are few studies of
different interventions compared against each other and
no controlled studies that have evaluated system-wide
approaches to organisational development.
However, in spite of the efforts to educate, promote
teamwork and pump evidence into practices, there is an
increasing understanding that it is not events that bring
about change but processes that allow the work of many
to be coordinated and summated. Managerial processes
(re-engineering, process re-design) are influencing edu-
cational interventions and hybrids are emerging, illus-
trated by the interest in learning organisations [37], of
which PPDPs are an example. When considered along-
side the arrival of tighter accountability frameworks
[4,38,39], the proposal to base practice development on
a combination of organisational development and self-
directed learning methods seems to be timely.
Added to the understanding that effective change needs
to be a collaborative process across whole systems [40] is
the realisation in primary care of the importance of inte-
grating community based professionals [41]. Engaging
local agencies can also lead towards the development of
community orientated primary care [42], and although
this paper focuses on how to develop general practice or-
ganisations, there are many opportunities to work with
community stakeholders in order to build partnerships
between the providers and the consumers of the service
[43].
What are practice and professional development plans?
Practice and professional development plans describe a
whole systems-based approach to the development of
general practice organisations and reflect the under-
standing that achieving change relies on arriving at a
joint understanding of overall aims. In addition, they
also seem to encapsulate the goal of documenting the
continuing professional development of individuals, as
experienced in the setting of a multidisciplinary group
[8,44], but there is a lack of specific detail on this area.
The Chief Medical Officer's report suggests that PPDPs
focus on the identification of individual and practice
needs, although no specific mechanisms are advocated to
achieve this difficult and often neglected task. Although
there have been no further statutory announcements, a
feasibility study was organised in Wales (funded by the
then Welsh Office) to test the feasibility of using these
proposed 'plans' as vehicles for both practice and profes-
sional development.
The PPDP feasibility study
The study was designed to evaluate the implementation
of PPDPs in 22 practices in Wales, funded by the Welsh
Office (1998), planned by the Department of Postgradu-
ate Education for General Practice, University of Wales
College of Medicine, implemented by the five health au-
thorities in Wales (who appointed PPDP coordinators)
and facilitated by four organisations (3 commercial com-
panies and one NHS management unit, namely NHS
Staff College Wales). Details of the evaluation have been
published separately [45,46] and a summary of the proc-
ess is provided. It was stipulated by the Welsh Office that
each Local Health Group in Wales should be represented
by a practice participating in the PPDP process. TheBMC Family Practice (2000) 1:2 http://www.biomedcentral.com/1471-2296/1/2
project was advertised and applications sought. Selected
practices were expected to work as a multidisciplinary
group with an external facilitator to prioritise one aspect
of the organisation that required further development.
This would form the task for the development plan; it
was suggested that individual contributions to the work
could be documented in personal learning portfolios. A
budget of £ 7,500 per participating practice was nomi-
nally allocated to each Health Authority. Each practice
would participate in a series of multidisciplinary PPDP
workshops (minimum 4). The final outcome was the pro-
duction of a practice development plan and a set of per-
sonal portfolios. This paper describes the experience of
the Staff College who facilitated 12 of the total of 18 par-
ticipating general practices in Wales and the lessons
from the exercise are presented to guide future proposals
that aim to support organisational development in pri-
mary care.
The lessons learnt
Although the Staff College had previous experience in
this field, the PPDP feasibility study provided opportuni-
ties to extend its role in primary care development. In or-
der to refine the design of the PPDP process, a series of
meetings were held to document the lessons that had
been learnt during the planning and facilitation stages.
To distill the experience the PPDP documents (project
initiation specification, facilitator, practice, selection
and project evaluation criteria, workshop minutes and
eventual development plans) were analysed and dis-
cussed. By a process of debate, reflection and participa-
tion in peer reviewed publications we feel able to propose
a framework that could act as a template for best practice
for supporting organisational development in primary
care.
Table 1: Budgetary Control of PPDPs
Budget Location Pros Cons
Health Authority • Strategic overview • Bureaucratic procedures
• Objective assessment of • Lack understanding of general practice-
based
development priorities primary care
• Management expertise • Other priorities, e.g. waiting lists and sec-
ondary
care
• Little experience of supporting organisa-
tional
development in primary care
Primary Care Group • Local knowledge of priorities • Local rivalries for resources
(Local Health Groups in • Good understanding of general • Other priorities, e.g. drug budgets
Wales)practice-based primary care • Often little experience of supporting
• Multiprofessional input at PCG organisational development in primary care
board
Department of • Regional overview • Other priorities and demands, e.g. revali-
dation /
Postgraduate Education • Educational expertise appraisal of general practitioners
for General Practice • Effective professional network • No experience of supporting organisa-
tional
development in primary care
• Uniprofessional perspective
General Practice • Devolved decision making re • No experience of supporting organisa-
tional
process and facilitators development in primary care
• Increased ownership and • Audit and probity: who ensures 'value for 
money'
commitment and appropriate use of resources?
• Quality assurance: who ensures compli-
ance with
project specifications?BMC Family Practice (2000) 1:2 http://www.biomedcentral.com/1471-2296/1/2
Education or management?
The PPDP feasibility study was funded from a regional
budget nominated for continuing professional develop-
ment and planned by a postgraduate education depart-
ment. However, the health authorities were given the
budgets and the task of managing the project. This divi-
sion illustrates exactly the inherent tension in this area.
Is organisational development in general practice an ed-
ucational or management process? It is of course a com-
bination of both, but unless there is agreement about the
origin of budgets to support this work, and clarity about
whether the accountability for PPDPs (or equivalent) lies
in the sphere of education or management then any fu-
ture projects are likely to be thwarted. Table 1 outlines
the pros and cons of locating PPDP budgets at differing
locations in the NHS.
Although only one of the 18 participating practices chose
to undertake the PPDP process without the assistance of
an external facilitator, this could change if PPDPs be-
come a recognised method of obtaining organisational
accreditation and individual revalidation. The costs of
replacing staff time (clinical and administrative) are the
most obvious early obstacle to PPDPs and it is unlikely,
under current contractual arrangements, that practices
will hold collaborative multidisciplinary workshops in
work time unless some of the opportunity costs are met,
at least to some extent. It has been suggested that prac-
tices should have half days dedicated to organisational
and staff development but funding streams are unclear.
Some practices stated that, given a budget, they would
prefer to organise their own PPDP without external facil-
itation. Although this would gain the advantages of se-
curing an increased level of ownership and motivation,
two issues would need to be addressed:
1 External facilitation brings many important elements
to organisational development. Adherence to effective
group dynamics is difficult when members have existing
professional hierarchies, e.g. employer-employee con-
tracts. In addition to bringing in the experience of con-
ducting system-wide organisational change, effective
external facilitation allows issues to be raised that inter-
nal group members would find impossible. Reflections
on group process, e.g. the clarification of leadership
styles, non-participation and negative contributions, can
only be achieved by an external observer who has effec-
tive facilitation skills. It is difficult to see how PPDPs can
be conducted to a high enough quality without this ap-
proach.
2 The second issue is one of financial probity. Although
it was noted that direct practice costs were approximate-
ly £5000 (1999 prices), it is going to be vital to ensure
that PPDP resources are used appropriately Away days
and workshops are expensive exercises, and those who
are funding PPDPs need to be satisfied that value for
money is being achieved. Perhaps an external facilitator
can act as an escrow arrangement, a trusted third party
that ensures that both the budget holder and the practice
adhere to their financial commitments.
The roles and relationships between the three parties
(funder/managers, practices and facilitators) are critical
issues. Facilitators are valued by practices for their per-
ceived neutrality and independence, and the external di-
mension they can bring to internal group dynamics. NHS
managers (and by association, sponsors or distant edu-
cationalists) are prone to be viewed with more scepti-
cism. Future work needs to acknowledge this tension
between perceived accountability to management-led
agendas and more open formative interest in organisa-
tion development that seeks to add value to the practice
effort.
Doing things differently?
Managing a process of organisational development in
general practice is a task that requires expertise in
project management, budgetary control and an under-
standing of the educational systems in place for each pri-
mary care professional. If PPDPs are to be supported
financially, there will need to be clarity about the remit of
each party to ensure effectiveness and probity. Table 2
suggests a possible division of operational responsibili-
ties. Managers of PPDPs (or their equivalent) need to de-
vote as much time to preparing and selecting practices as
they give to monitoring progress: ensuring sustained or-
ganisational motivation to engage in the time-consum-
ing learning involved in this area is a key ingredient for
success. Practices will want to know exactly how to ac-
cess resources and details about legitimate claims. Facil-
itators will need a contracted service specification and
the supporting agency (Primary Care Group or Health
Authority or equivalent) will want reassurances that
progress is being achieved against stated goals. Inde-
pendent end of project evaluation may not be achievable
if PPDPs become the established mechanism for service
development across all practices but a feasible, dependa-
ble monitoring system will need to be established.
Table 2: Operational Responsibility
PPDP Manager Manager Tasks
• Marketing
• Practice Selection
• Facilitator Matching
• Contracting
• PPDP monitoring
• Budget management
Practice Tasks
• Volunteering to participate
• Engaging in selection of facilitator
• Signing agreement to PPDP processBMC Family Practice (2000) 1:2 http://www.biomedcentral.com/1471-2296/1/2
Increasing motivation using stepwise recruitment
The Welsh Office (1998) wanted to make sure that the
newly formed LHGs were aware of the PPDP study and
stated that each should have a participating practice. The
project was therefore promoted to all practices, regard-
less of their organisational maturity. This requirement
caused difficulty. The pressure to arrive at practices that
represented geographical areas was a problem: some
were persuaded to apply. The short time scales of the
study also meant that there was no opportunity to visit
applicants, to explain the PPDP concept in enough detail
so that an informed decision could be made about their
willingness to participate.
It became clear that time invested in making sure that in-
terested practices fully understood the commitment re-
quired of them within the PPDP process paid dividends.
The feasibility study demonstrated that general practices
do not appreciate the paradigm shift represented by the
PPDP process. It is therefore vital that initial postal in-
formation and explanatory visits should give clear and
consistent messages about the shift away from passive
learning to learning by 'doing, changing, involving and
empowering', and in a more inclusive way than many at
first realise. Although the costs seem high, professionals
need to appreciate the potential long-term gains. Box 2
lists the steps of an ideal recruitment process.
Box 2 Stepwise practice recruitment
1    General invitation: all practices could be alerted to
organisational development opportunities and invited to
respond with an expression of interest signed by key
stakeholders.
2    Initial screening process: there could for instance
be a policy of providing assistance to practices deemed
by various criteria to require targeted assistance (e.g. low
performance indicator scores or high levels of staff turn-
over).
3    Practice briefing: practices are asked to nominate
a date for an explanatory meeting. The aim of this would
be to gauge the ability of the practice to arrange a multi-
disciplinary event in which the commitment of the group
would be assessed.
4    Confirmed acceptance: the practice confirms with
the PPDP management organisation (Primary Care
Group or equivalent) that it is willing to participate, and
follow the arrangements stipulated in the briefing. This
step ensures that acceptance into the process is an in-
formed and positive achievement in its own right.
5    Facilitator selection: this step depends on the ar-
rangements made for approval or provision of units that
have the ability to undertake this work.
6    PPDP agreement: an agreement is made with the
practice and a contract agreed with the PPDP facilitator,
based on regional arrangements.
The facilitation process
It is important that organisations such as general prac-
tice that are not often privy to change management tech-
niques have positive experiences during a PPDP process.
The quality of the external facilitation, therefore, be-
comes a critical factor. The facilitator needs to be able to
win confidence that the gains will be worth the effort and
cost. As a minimum, facilitators need to be skilled at han-
dling groups [47,48], conversant with organisational
learning theory and practice [49,50] and if feasible, be
able to support professionals to undertaking self-direct-
ed learning portfolios [49,50]. They also need to be up to
date with NHS policies, particularly with those that stem
from National Service Frameworks in order to design
relevant and appropriate care pathways [51]. A working
knowledge of the roles of professionals in primary care
may be helpful but not essential - many working practic-
es are more easily challenged if facilitators have an open-
minded inquisitiveness about existing work patterns.
Above all the PPDP process needs to be one that allows
time to assess, plan, review and re-assess in iterative cy-
cles. Figure 1 provides an outline of a typical PPDP proc-
ess.
Process Problems
All organisations have formal and informal hierarchies
and problems related to conflicts about power, status, in-
clusion and exclusion in decision making processes. In
many situations these hierarchies, based on politics, ex-
perience, skills and qualifications are not open to chal-
lenge. There are, however, instances where structures
stifle useful contributions and it is the facilitator's role to
generate open and creative communication channels.
Continuing professional development is being actively
promoted within the NHS, based primarily on self-di-
• Completing PPDP budgetary claims
• Completing an effective organisational change
• Allowing inspection and validation
PPDP Facilitation Tasks
• The facilitator contract can be either with the 
practice or with the PPDP
manager
• Ensuring effective process
• Match of practice aims to environment context 
and policy
• Ensuring adherence to contracted procedures
Table 2: Operational ResponsibilityBMC Family Practice (2000) 1:2 http://www.biomedcentral.com/1471-2296/1/2
rected and problem-based learning approaches to educa-
tion. For professionals who have only previously
experienced didactic teaching these are novel methods.
They may be resisted and even associated with degrees of
anxiety as they seem, ironically, to be linked to the intro-
duction of formal assessments such as revalidation [52].
Given this context, it is hardly surprising to find that it is
difficult to introduce organisational development plans
that also expect individuals to complete personal portfo-
lios. Facilitators may well be left asking if the priority is
to deliver an effective organisational change or to pro-
duce a set of learning portfolios. It may be too much to
expect both processes to be given equal weight.
The feasibility study demonstrated the benefit of having
PPDP 'templates' which allowed the practice to record
the discussions, action points and progress over time in
a structured format. This minimised the need to write re-
ports outside the workshops yet ensured that the partic-
ipants took the responsibility of clearly documenting the
tasks each individual had to complete by the next work-
shop and efficiently generated a permanent record of the
PPDP process.
Discussion
PPDPs cannot be introduced into primary care until in-
vestments have been made in a wide range of support
structures, preferably in units that can be perceived as
having long-term interests in non-profit public service
organisational development that enhances the quality of
patient services. The exact size and location of such units
should reflect regional contexts but they should retain
enough capacity to ensure a critical mass of sustained ex-
perience in this area. If financial support is to be provid-
ed to practices, there needs to be clarity about the
revenue source; specifically whether the money comes
from service development or educational budgets. If it is
to be an educational pot, are all disciplines who work in
general practice organisations going to contribute? If
this fundamental issue is ever solved there will then need
to be transparency about the range of legitimate expens-
es. Whatever financial support is provided, PPDPs will
also need a cadre of health service managers and educa-
tors who fully understand the concept of linking individ-
ual learning to organisational development and
appreciate the importance of engaging the expertise of
neutral facilitators who can challenge assumptions. Nei-
ther the existing primary care support structures in the
NHS (fragmented and disparate after health authorities
took over the functions of the Family Health Services Au-
thorities) nor the uniprofessional departments of post-
graduate education have the necessary breadth of
experience to introduce this paradigm shift across pri-
mary care.
General practice is rooted in an independent contractor
service, although the Primary Care Act (1997) has al-
lowed many regions to explore the possibilities of a sala-
ried employment option [53]. Although regarded by
some as a restrictive contract, many general practition-
ers have demonstrated enormous creativity and motiva-
tion. Others, however, have been unwilling to invest in
new structures or expand their own roles, or those of
their managerial and nursing colleagues. NHS managers
have been unable to ensure uniform standards of service
access or quality. Although the small business mentality
of general practice undoubtedly leads to effective use of
resources - inefficiencies are reflected in lowered profits
- this attitude can also limit investment in both buildings
and staff. Perversely, this often happens in the most de-
prived socio-economic areas where the competition for
patients is limited. By having high lists and minimal
overheads general practitioners in such areas earn high
incomes and have no interest in developing collaborative
teams that would restrict their autonomy. Introducing
PPDPs without first of all addressing these structural is-
sues would lead to even further polarisation of quality in
primary care organisations.
We have come to realise that organisational develop-
ment in general practice will only flourish when a sup-
port system is created, composed of clearly allocated
budgets, experienced facilitators and a sustainable con-
tractual framework for general practice, which has incor-
Figure 1
The Practice Professional Development Plan
Initial
Briefing
Initiated by, for example:
- Clinical Governance visit
- Facilitated development
workshop
- Internal audit
- Critical incident review
Problem Analysis
(Problem-solving
protocol)
PLAN
REVIEW
PLAN
REVIEW
PLAN
Review outcome
Complete PPDP report
Choose next
development
Do
Do
Do
Personal
Professional
Portfolios
Ongoing
development
Ongoing
development
Ongoing
development
Diagnosis &
Development
Needs Assessment
Selection of
development(s) to take
f o r w a r di nt h i sc y c l e
Time-out
session 5
Time-out
session 3
Time-out
session 4
Time-out
session 2
Time-out
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porated both clinical governance concerns and the
shifting management structures within primary care
(Primary Care Groups and Trusts). The feasibility study
also revealed two other lessons. PPDPs are the start of a
process: practices should ideally use the process as their
chance to learn how to learn, to embrace the organisa-
tional learning model and establish an approach that can
be replicated for future challenges. The second lesson,
and perhaps the most fundamental lesson of all: PPDPs
worked best where there was effective leadership within
the organisation that had been able to convey the impor-
tance and relevance of the project. As the pressure to
standardise services increases, general practice partner-
ships (the current model for most general practice part-
nerships) will have to be much clearer about designating
leadership positions and allowing open debate about
strategic organisational development.
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